
Egyptian Dermatology Online Journal                      Vol. 10 No 2: 7, December 2014 

 

 - 1 - 

http://www.edoj.org.eg 

 

 
Psoriasis rupioides capitis 

Sunil K Gupta 

 

Department of skin, Venereal diseases and Leprosy, Hind Institute of 

Medical Sciences, Safedabad, Barabanki, U.P., India.  

Egyptian Dermatology Online Journal 10 (2): 7, December 2014 

Corresponding Author: Dr. Sunil Kumar Gupta 

E-mail: dr.sunil_30@yahoo.co.in 

 
 

Abstract 

A 36-year-old female presented with cone-shaped skin lesions on the scalp and retro-auricular 

area of 7 months' duration. Histopathological findings showed dense inflammatory cell 

infiltration and remarkable Munro's microabscesses in the horny layer in addition to 

psoriasiform epidermal hyperplasia, and predominant dermal edema. Based on 

clinicopathological findings, a diagnosis of psoriasis rupioides capitis was made. She was 

initially treated with oral methotrexate 15 mg weekly and topical clobetasol-salisylic acid 

ointment and coal tar ointment for three months with no response. Then she was put on 

acitretin 25 mg oral daily on which she was improved. 

Introduction 

Rupioid psoriasis is characterized by very thick rock like convex lesions. It is also called 

ostraceous psoriasis. It is relatively resistant to topical treatment due to thick scaly barrier 

which prevents the absorption of topical drugs. Rupioid psoriasis is associated with chronic 

plaque psoriasis or psoriatic arthropathy in most of the reported cases. I am presenting an 

isolated case of psoriasis rupiodes capitis which responded to oral acitretin. 

Case Report 

A 36-year-old female presented with limpet-like, cone shaped skin lesions with mild erythema 

on the scalp and retro-auricular area for the last 7 months. On history, she developed a small 

pea size red scaly nodule on scalp which later on enlarged and became hard. There was no 

history of joint pains, burning micturation or orogenital ulceration. There was also no history 

of photo-aggravation of the lesions or photosensitivity. 

On examination, the lesions were present on the scalp and retro-auricular area. The lesion on 

the scalp was about 5cm in size, oval in shape with convex surface and yellow in color. The 

lesions of retro-auricular area were two to three in number on each side and their sizes varied 

from 1-2 cm. All the lesions were rock hard and non-tender. There was no cervical 

lymphadenopathy and nails were normal. 
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Fig 1: Rock hard cone shaped elevated lesion of Rupioid psoriasis on scalp 
 

 

 

 

Fig 2: Lesions of Rupioid psoriasis in retroauricular area 
 

On blood investigations, all the parameters were normal including the ESR, C-reactive protein 

and RA factor. The serological tests for syphilis, HIV and Hepatitis B were negative. Urine 
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examination was normal. KOH mount of plucked hair and scrapings of lesions was done and 

was negative and culture for fungal elements was negative. 

Incisional biopsy was done from the margin of the lesion on the scalp which showed 

psoriasiform epidermal hyperplasia with marked Munro's microabscesses in the horny layer 

and in the dermis, dense inflammatory cell infiltration and no granuloma or malignant cells. 

 

 

Fig 3: Histopathology (10X view-H&E stain) of scalp lesion showing marked 

epidermal hyperplasia 
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Fig 4: Histopathology (40X view-H&E stain) of scalp lesion showing Munro's 

microabscesses. 
 

Overall, on the basis of the clinical and histological findings the diagnosis of psoriasis 

rupioides capitis was made. 

She was initially put on oral methotrexate 15mg weekly and topical clobetasol-salisylic acid 

ointment for three months under occlusion and coal tar ointment at night, but no improvement 

was seen. Then she was shifted to oral acitretin 25 mg daily and improvement started in the 

form of reduction in size of the lesions over 2 weeks. 

Discussion 

Psoriasis is a common inflammatory disease of the skin and joints. It's cause remains 

unknown; however, it has been linked to complex interactions between predisposing genes 

and the environment. The pathophysiology of psoriasis is characterized by epidermal hyper-

proliferation, enhanced antigen presentation, helper T cell (Th1) and Th17 cytokine 

production, T cell expansion and angiogenesis.[1] Only a few cases have been reported 

involving a rare variant of rupioid psoriasis with cone-shaped, limpet-like lesions.[2,3,4,5] 

Rupioid skin lesions have also been observed in Reiter's disease and secondary syphilis.[6,7] 

Although the pathogenesis of rupioid lesions remains unclear, the aberrant keratinization in 

combination with the inflammatory process followed by the voluminous sero-exudate is likely 
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to create the hard rupioid lesions.[8] 

The concept behind using the acitretin in rupioid psoriasis is that acitretin normalizes 

epidermal cell proliferation, differentiation and cornification.[9,10] It is thought to exert these 

effects by interfering with the expression of epidermal growth factor genes. Acitretin is 

licensed for use in severe extensive psoriasis which is resistant to other forms of therapy, 

including topical, light and systemic. 
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